DEPARTMENT OF HEALTH AND HUMAN SERVICES PR aLmrtdlz0te

: o . . SVE DERVILES) _ FORM APPROVED
—CENTERS FOR WIEDIGARE & MEDICAID SERMICES] : ” OMB NO. 0538:030
ANOEMENT OF DEFICIENCIES | (Xt) PROVIDER/SUPPLIERIGUA | -} (x2) MULTIRLE CONSTRUGTION ' - lexa) DATESURVEY |
AND PLAN OF CORRECTION {DENTIFIGATION NUMBER: 1 & BUILDING COMPLETED
445511 {8 wine . 00128/2016
NAME OF PROVIDER OR SUFPLIER ' STREET ADDRESS, CITY, STATE, ZIP CODE
. . . 5311 GNOW HILL ROAD '
T .
_!_IFE CARE CENTER OF 00L EWAH- . 1 - OOLTEWAH, TN 37363
(X4) ID SUMMARY STATEMENT QF DEFICIENCIES : D PROVIDER'S PLAN DF CORRECTION {5}
FREFIX {EAGH DEFICJENCY MUST BE PRECEDED BY FLILL, PREFIX {EACH EORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) . TG CROSS-REFERENCED TO THE APPROPRIATE DATE
_ : . - DEFICIENCY)
F 000 | INITIAL, COMMENTS " Fogo

. AMENDED 10/14/16 to remove resident #31 | . |
from F514 and and F520 to the Initial Commets f

| AMENDED an 10113/18;
F514 Increased scope and severity
F514 Resident #31 removed from the tag .

During the annual Recarification survey and 0
investigation of complaints #38335, #30482, ahd |
#39713 conducted on 9/26-28/16 at Life Care )
Center of Ooltewah, no deficiences were cited|in
- | relation to complaints #38335 and #39713.

| Deficlencles were cited at F280, F314, F514, 9nd
| FS20 with a sfs of G under 42 CFR PART 483 i
Requlrements for Long Term Care Faclllties. - .
F 2801 483.20(d)(3), 483.10(K)(2) RIGHT TO ' F280j1) What Corrective action(s) will be ‘
88=G | PARTICIPATE PLANNING CARE-REVISE GP| | accomplished for those residents

The resident has the right, unless.adjudged foun?s lo han.peen affacted by the
incompetent or otherwise found to be deficlent practice. -
Incapacitated under the laws of the State, to On 10/13/16 the care plan for Resident
participate in planning care and trestment or . ##26 was revised by an RN to utillze

changes in care and treatment. a right knee brace sleeve

' Acorpprehenéive care plan must be developed . {immebilizer) when participating in
within 7 days after the compiation of the ' therapy only, and for.thetapy to assess
canmprehensive asgessment; prepared by an ' skin integrity after each treatment
{ interdisciplinary team, that includes the attendipg session. The therapist will document findingsf
‘| physician, & registered nurse with responsibility

in the dally notes, and if any changes
for the resident, and other sppropriate staff in 1 e 08 Y notes, an [y Sranges ars

! ; 7' : ticed they will report to the Director of
dis¢iplines as determined by the residents nedds, ne ) . .
and, to the extent practicable, the participation|of | RehabfAssistant Director of Rehab, and E10f23f16
the resident, the resident's family or the resideft's _i Nurse, d

tegal representative; and periodically reviewed

€ 2) How you will identi othe esidents 2
4 and revised by a team of qualified persons aftgr ) Y try '’

having the potential to be affected by
the same deficient practice and what
- . : : e . corrective action will be taken. 3
LABORATORY DIRECTOR'S OR PROVIDER/EUPEUER REPRESENTATIVEY SIONATORE TILE ' (45 DIATE
; JZ}@&) . . aeoqh ve. Viveclor 10/24ig
Any dsficlsncy statement ending with an asteriak () denofas @ dofice which the institution may be excused from comacting providing (¢ s determined hat - -
other safeguargs provide sufficlsat protection to the patlents, (See instrletions.) Except for nurging homes, the findings stated above are disglosabls 9% tays
Tollowlng the date of survay whether or not a plan of corection is providad, For nursing homes, the abovs findings and plans of correction are dlsclacuble 14

days foliowing tha data these documents ara mads gughiable ta the facikty, If deflcianciey are cited, an approved plan of comrectlan Is requisita t& continuad
Program participation, .

FORM CMS-2587(02-89) Pravious Varaions Cpsolete * EventiD:QPFMT " Facity {th TN3317
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DEPARTMENT OF HEALTH AND HUMAN SERVICES S . PRINTED: 10422015
~—CENTERS FORMED CARE & NIEDICAID SERVICES . . DMB NO. 0838:6384
STATEMENT DF DEFICIENCIES X1} PROVIDERISUPPLIERICLIA X2} MU %3) DATE SURVEY |
AND PLAN OF CORRECTION o IDENYIFICATION NUMBER: - 'L éulLbEg—E CONSTRUCHON, W’E&ﬁfgﬁn
445511 "B. WING — 09/28/2016
NAME OF PROVIDER OR SUPFLIER T i | STREET ADDRESS, CITY, STATE. ZIP GODE
5911 SNOW HILL ROAD
_ LIFE CARE CEI\IITE:R OF ODL_TEWAI-I! _ . | ooLTEWAH, TN 37363 . o .
(X4)1D SUMMARY STATEMENT OF DEFICIENGIES [ PROVIDER'S PLAN OF CORRECTION os
BREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION |
TG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSB-REFERENGED TO THE APPROP RIATE DaTE |
DEFICIENGY;
e : - ‘ F280 Continued |
2804 Continued From page 1 " F280
- Pag : 4 All residents have the potential to be
affected by failing to care plan
1 interventions to include orthotlc devices :
;1 Ttis REQUIREMENT is not met as evidenced - and skin Integrity. " g !
oy _ . o A '-
.|| Based an medical record review, observation, . An audit was conducted to identify all y j
{'and interview, the facility failed to revise a s L residents with orthotic devices fo ensure -
| plan for 1 (#26) resident with an immobilizeng | care plan interventions includa
28 residents reviewed, resulting in Harm to thel |, . assessment of orthotic device and skin
4 resident. . . . ;
: ) integrity by Director of Nursing,
" § Ths findings included: S Director of Rehab, Registered
':M : : d reu led Residant 42 ‘Murse and/or designee by 10/13/16, -
"Madical rscord review revealed Resident #26 . All care plans were reviewed and
{admitted to the facility on 818146 with diagnosbs | fevised 26 & rostt of e ke we L
- including Fracture of Lower End of Right Femuy, 5 : Y ) '
'| Chronic Congestive Heart Failure, and Anemia] ~ | DON and RN by 10/13/16. 1028718 | -
Medical record review of the care plan dated 3) What measure will be put into place
9119/16 revealed *...Knee Immoblizer R [Right ui what systematic changis you EIII
‘leg..." Continued review revealed no Interventic ne | . .
related to the assessment of the knee make f0.ensure that the deficient
‘immobitizer, } praclice does not recur.
[M edical record review of a Nurses Progress Nte JAll licensed nurses \?ri!! be In-serviced
 dated 8/27/16 revealed .. pt Ipatient] was bein on the care plan revision process
kathed and 2 new wounds were found an the {Exhibit A) to include assessment of orthotic|
‘distal end of the calf. Wounds were * |device and skin Integrity by the
approximately the size of a 50 cant plece. . Director of Nursing, Assistant Director
Wounds ware covered by the knee immobilize £ Nursi d Staff Devel ¢
fPhysician] was notified...will continue to monitdr |oF Nursing, and Staff Developmen
for any changes...Addendum Clarification: MD {Coordinator or designee by 10/26/16.
;[physician] intervention was o loosen brace..." '. Any Licensed quses that have not been
i Medical record revl fthe P UI‘ {in-serviced will not be allowed to work :
; | Medical record review ¢ ressure Ulcer . ‘ ¥
- Status Record dated 8/2616 revealed ".Date| | {untllin-service completed. : 1028716 1.
first observed 8/29/16 Location RLE [Right Lower
' t Extremity] (posterior-lateral aspect) stage - .
_unstageable 8 flength] x [by] 3.5 widthj cm N

FORM EME-2667(02-95) Pravioya Versions Obsteta Event It QDRI ' "qumym;_fmaﬁ © 7 K continugtion sheet Pege 2 of 17
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DEPARTMENT OF HEALTH AND HUMAN SERVICES P s ar 12018
—CENTERS FOR MEDICARE & MEDIGAID SERVICES 1B NG, 2898 paae
STATEMENT OF DEFICIENCIES | (1} FROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION = RVEY |
AND PLAN OF CORRECTION ' IDEMTIFICATION NUMBER: .f;mwme vet _ ' {m}ggﬁfgm
. 445511 B. WING., . 09/28/2016
NAME OF PROVIDER OR BUPFLIER | SYREETADDRESS. CITY, STATE, ZIP GODE
5511 SNOW HILL ROAD
“ LIFE CA!-!-E ?ENTER oF ‘OOLTEWAH_ o . DOLTEW AH, TN 37363
XA * BUMMARY STATEMENT OF DEFIGIENCIES ' D ", PROVIDER'S PLAN OF CORRECTION N
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BYFULL | - PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION |
TAQ REGULATORY OR L5G IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
_ F280 Continued , .
F 280} Continued From page 2 _ F 280{A1 MDS Coordinators will be in-serviced :
| [centimeters] depth 0.. Necrotic Tissua on the care plan revision process to '
: ;gga?j'{r:grf;“ﬁge small...color serous ' include assessment of orthotic device
153n8 _ and skin integrity by Director of Nursing
#:Medical record review of a Physician's Order ._ or RN designee by 10/26/186,
| dated 8/30/16 revealed "...New TX [treatment]|.R | All licensed nurses and therapist will be .
- 'cl"'”e" leg]-posser;lo; cl [dgan]["’@?‘dd%oé‘“d 4 edueated on the Orthotic Device 1
1 cleanser] apply lodosorb cover [with) dry dsg ) " 1
i [dressing] [change] QOD [every other day} [ang] Documentation and Communication
‘pm [as needed),..” . Process (Exhibit B) by the DOR, ADOR,
i ) DON, ADON, or SDC/ designee by 10/26/16(
1 Observation with Reglstered Nurse (RN) #1 on o ' . ;
| 9126118 at 11:00 AM revealed the resident sealed |This training wilt alsa be completed in
‘I+in & wheelchalr in the resident's room with an orientation for ali new licensed nurse
‘[immoblizer ot the fight lower exremity. associates. . .
: ;flnterview with the resident's physician on 972816 The Director'of Nursing, Assistant.
j-at 12,05 PM, in the conference room, confirmed Director of Nursing, and Unit Manager
|| tha physician expected staff to regularly aSEEST will use an audit tool to audit all new
|-the resident's immobilizer and skin for skin - | e
Fimpalrment, - Physician's orders and ensure that care
, plan interventions include assessment of
| Interview with the Director of Nursing (DON) o orthotic device and skin integrity in the
agfoﬁiﬂﬁ agﬁ;m PM, i[n "h'? a?nfgrgnce rozr;. A Clinical Am Meeting, which conglsts of DON
‘confirmed the care plan had not been updated|for - i
the assessment of the knee immobilizer. The i ADON’_DOR or ADOR'. MDS Coordinator, X
failure to care plan iriterventions to include and Unit Managers, 5 fimes per week for. |
\agsessment of the immobllizer and skin resulteg one montf, 3 times a week for one month,
in developmant of pressure ticers, . |and then 1 time a week for sne month. 10/28M16
'Refer 1o F-314 . . . .
fi
F 314 483.25(c) TREATMENT/SVCS TO F 34| How e conestve ac"‘”f'i(’.’) Will be
§8=6 | PREVENT/HEAL PRESSURE SORES monitored to ensure the deficient ‘
b : practice will not recur.
Based on the comprehensive assessment of 4 :
! -rasident, the facility must ensure that a residerdf ;
.who enters the facilify without pressure sores
does not develdp pressure sores unless the .
FORM CMS-2667(02-98) Previous Viarglons Obeclete Event 0 OFIRM11 Faclity ID: TN3317 ¥ continuation sheel Fage 3 of 17 |



DEPARYMENT OF HEALTH AND HUMAN SERVICES P alorarz01

FORM APPROVED
ENTERS:FOR MEBHGARE & MEDICAID SERVICES e , _ OME Nb . 8558 fingt
| STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERICLIA MULTIPLE CO T :
1 AND PLAN OF CORRECTION ® IDEMTIFIGATION NUMBER: iczéwmugw NSTRUCTION (xalggﬁfgé\gi‘lr
J~ NAME OF PROVIDER OR SUPFLIER T " "7 7.7l STREET ADDRESS, GITY, STATE, ZIP CODE
5911 SNOW HILL ROAD
LIFE CARE CENTER OF OCLTEWAH N | OOLTEWAH, TN 37363 _
XHD SUMMARY STATEMENT OF DEFIGIENCIES ) [V " PROVIDER'S PLAN OF CORREGTION fx5] I
PREFIX | {(EACH DEFIGIENTY MUST BE PRECEDED 8Y FULL T PREFIX {EACH CORRECTIVE ACTION SHOULD BE * | GOMPLETION |
TAG ] REGULATORY OR LSC IDENTIFYING INFORMATION) ©TAG CROSS-REFERENCED T THE APFROPRIATE DATE
i ‘ S 1 : DEFICIENGY) .
I { F280 Continued '
F280 ;Contlnued From page 2 ) F 280, Director of Nu rsing or Assistant
- |:{centimeters] depth 0...Necrotic Tissue e . i .
1.100%...drainage small...color serous - Director of Nursing will present bi-monthly |
-ganguinous.. " | the results of the audlts and education ag
t . indicated to the-facility Performance
-|iMedical record review of a Physician's Order -Improvement (P1) Committee. This
{.dated 8/30/16 revealed *.._New Tx [treatment]]..R | . o X .
Jower leg-posterior of [clean]iwith] (wound i , c?mmuﬁee congisting of t!'ne Execq..mve
icleanser] apply todosorb cover [wiihi dry dsg | | Director, Dirgstor of Nursing, Medicat
| [dressing] [change} QOD {every other daylfend] | Director, Director of Maintenance,
.| pm [as needed].,." ! Director of Rehab, Health-Information
| Qtiservation with Registered Nursa (RN) #1 ofy gﬁggtg?rgfegggérgﬁtghumon Services
1.9/26/16 at 11:00 AM revealed the resident sedted Di t Ervi ! Servi '
'in a wheslchalr in the resident's room withan| rector o nvironmentat Services,
'immobilizer on the right lower axitemity. . ;Dlrec_tor of Social Servicas, Business 1
. : R ] " 1 Office Manager, Diractor of Admission, i} -
i Ifﬁ!\'law v;}i‘m- the resident's physician on 5/28116 :and Director of Activities will review the |
;e ‘3'355 :: i 'gmha:;cgr:’;ﬁé ﬂ‘;";‘i‘: sd ffindings and make recommendations
| the resident's immobilizer and skin for skin 1 and develop plans of action if any areas .
: Impairment. ‘ r are noted to be non-compliant. 10/28/16
tnterview with the Director of Nursing (DON) oh
9/28/M6 at 2:10 PM, in the conference mam, .
Jconfirmed the care plan had not been updsated for |
| the assessment of the knee immobilizer. The ;
fallure to care ptan interventions to include
agsessment of the immobiiizer andg skin resul
in development of pressure uicers, _'
Refer to F-314 F
F 314 | 483.25(¢c) TREATMENT/SVCS TO F 314} 1) What corrective action(z) will be '
§8=G | PREVENT/HEAL PRESSURE SORES accomplished for those residents found |
.Based on the comprehensive assessment Ofi ) fo haf’e been affected by ﬂ“? deficient f
| resident, the facility must ensure that a residedt practice. '
‘who enters the facility without pressure sores
' does not develop prassure sores unless the

FORM CMS-2867(02-0a§ frevious Varslons Obeolgle Eventib:GoFwTi FackyD: TNza1y ~ = If confinuation sheet Page 3 of17
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DEFARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/14/2018
FORM APPROVED

. LIFE CARE CENTER OF OOLTEWAH

9911 SNOW HILL ROAD
QOLTEWAH, TN 37363

—CERTERS EOR MEDICARE & MEGIGAID SERVICES GMBND. B93g:n30
:STATEMENT OF BEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA {X3) MULTIPLE CONSTRUCTION " exa T
JAND PLAN OF GORRECTION IDENTIFICATION NUMBER: A ;UILD,NG “ J%;%EET%EY

| 446511 | B-wine_, . 0912812016

i NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIF GODE -

admitted to the facliity on 8/18/16 with diagno

Medical record review reveated Residant #26 J:as
s

Treatment Plan (algorithm) by 10/26/16.

o4 1D SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION .
! PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLENION
i TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG b . CROSE-REFERENGED T THE APPROPRIATE BATE
' DEFICIENCY) ,
T : | F 314 Continyed
F314 _lczmue;i Frlom piage 3 on demoncirates el F314{on 10113116, Resident #26 had
ndividuaf's clinical condition demonstrates tha _ ‘e N
they were unavoidable; and a resident having| | ! phys.lqan order clan;icatlon byan RN
pressure sores raceives nacessary treaiment hnd to utlize right knee brace sieeve
services to promote healing, prevent infection fand |{immabllizer) when participating in
prevent new sores from develaping. therapy only, and for therapy to
qaesess skin integrity after each
This REQUIREMENT is hot met as evidence . Freatmen.t. The tharaptét will document findings
by: , in the daily notes, and if any changes are
i Rasad on facility policy review, medical recor noticad they will report to the Director of
‘ review, observation, and interview, the facility | Rehab/Assstant Dirsctor of Rehab, and
| faited to prevent development of pressure ulcdrs, ] INurse
failed to provide treatment of pressure ulcers as o
_ | ordered, and failed to complete an accurate | Qn 9/27M§ Director of Nursing
‘rassessmaent of pressure ulcers for 1 resident ‘Iprovided education to RN #2 on
-(#26) of 2 residents reviawed for pressure ulcers, Afollow dicati .
{ of 26 residents reviswed, resulting in Harm miha ! :P ?Wlng the Medication Administration
resident, g T olicy and Procedure
| {documentation process). )
The findings included: On 10/26/16 SDC/designee wil provide
Revisw of the facllity policy Treatment Orders : " feducation to RN #2 on Wound Care
dated 2/26/16 revealed "...the physician writes]a rocedure and Wound CarefTreatment
1 treatment order that includes at least the pre S
following...Site.of wound...Name of Evaluation.
cleanser...Name of ointment...Type of : )
 dressing...Nurmber of times to perform the The Nurse who documented the
treatment... The physician order & followed..." progress note on 8/27/18 will receive
Revlew of the facllity policy Assessment of. k_ed““ﬁc'“ by the DON, ADON, or 8DC/
| Wounds.dated 2/25/16 revealed “ . It is the Pesignee on completing a Presaure
| reeponsibility of a licensed nurse to complete the Ulcer Assessment and documenting -
wound assessment and to document the : . o |
findings...Inciude a description of the wound, assessment at the time of identification !
including its physicat characteristics, in the fand Pressure Ulcer/Non-Presaure
medical record,.." 10728116

FORM CMS-2567(22-99) Previous Versions Obsolete

Event ID:gDFMIT

Faclity ID: TN2347
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DEPARTMENT OF HEALTH AND HUMAN SERVICES - PRINTED: 10rt4zo1s

The Director of Nursing, Assistant
Director of Nursing, Staff Development
Coordinator, Unit Managers, MDS

—=ENTERS FOR MEDIGARE & MEDIGAIE: SERVICE: . . OMB NO. 09380307
STATEMENT OF DEFICIENCIES {%1) PROVIDERUSUPPLIER/CL +{X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN Of’ CORRECTION : DENTIFICATION NUMBER, ‘A BULDING 1 COMPLETED

44551 . [ B-WING,. 4 og9/28/2016
NAME OF PROVIDER OR SUFFLIER, " | STREETADDRESS. CITY, STATE, ZIP CODE '
. 8911 SNOW HILL ROAD
LIFE CAFE CENTER QF OOLTEWAH . COLTEWAH, TN 37363
T ip "SUMMARY STATEMENT OF DEFICIENGIES o \ PROVIDER'S PLAN OF CORRELTION e -
PREFIX F {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL] . PREFIX | {EACH CORRECTIVE ACTION SHOULD BE CONPLETION
TAG REGULATORY OR LSG IBENTIFYING INFORMATION; TG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
; . ‘ F314 Continued ' 5
+  F 3144 Continued From page 4 F 314

j including Fracture of Lower End of Right Farm:r.
} Chronic Congestive Heart Failure, and Ane

Medical facord rewview of the Weekly Skin ' Coordinators, and 2nd shift suparvisor.
| fvesled no documeritation of skin breakd '| Wound Care (Exhibit C) {online credentialed

| Integrity Data Cellection record dated 81‘22.'011' | will be educated on the ABCs of
on
the fight lower posterior leg. )

continuing education) by 10/26/16. 10728118 |
Medical record review of a physical therapy riote | : o ) 5
dated 8/22/16 reveeled, *... Therapist repositigning 2) How you will identify other residents
R [right] knee iremobilized due to downwgrd ) having the potential to be affacted by
slipping of immabilizer, and poor positioning, |Kne |~ the same deficient practice and what -

[knee] examinad bby [by] both MD [physician} and -
therapist this date. Edema [swelling] continubs to  comect action will be taken.

be present this date.. After repositioning-and _ - 1Al residents with orthofic davices havg g7
sscuring of immobilizer,., the potential to be affected by failing

Medical record review of a Nurses Progress Note to prevent development of pressure
electronically signed by the nurse on.8/27/16 kt © julcers, provide treatment of pressure
6:21 PM, revaaled “,..pt [patient] was being ulcers as ordered, and a completa

.| bathed and 2 new wounds were found en the

.| B and aceurate assessment of pressure
'| distal end of the calf. Wounds were _ -

approximalely the size of a 50 cent piece, ulcers.
Waounds were coversd by the kniee immobi r.
| [Physician] was notified and no riew orders wire Unit Managers, Assistant Director of '
given at this time, will continue to monitor for iny - | Nursing, and MDS Nurses i
| changes...” Further review reveated an ' it " d a 100% skin audit fhat - '
addendum note electrenically sighed by the nlirse - conducted a §Kin audit that -
oh 8/29/18 at 1:36 AM., .. Addendum _ included residents with orthotic devices
Clarification: MD intervention was to loosen , to ensure assessment of skin integrity
;| brace, not no new orders.” _ to prevent development of pressure
Medicat record review of a Rehabilkiation Senjices | icer and if applicabla provide troatment
Multidisciplinaty Screening too! completed by fhe | | of pressure ulcar and compete an
physical therapist on 8/29/16 revealed, “Pt ' accurate assessment of pressure ulcer
{patient} presents [with] wound to post/lat B L| by 10¢13/16. No new pressure ulcars
{posterior lateral ight lower extremity] measufing ware identified, - 10/28/16

8xby] 8.5 x0cm foentimeters] fwith] 100%
§ eschar ta dista) end of wound and SDTI . o

FORM CMS-2567(02-99) Pravious Versions Obsoletn _ Emm{TDFMﬁ_ Faclity ID; TNaz17
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRITED: londr2ote
CENTERS FOR MERICARE & CAID-SERVIGES , OMBNG: B8N0
| STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPUER/CLIA MULTIPLE GO ) — ey
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ﬁmmms NETRUCTION "‘”33&55%‘35“
445511 B. WING - . 09/28/2016
MAME OF PROVIDER OR SUPPLIER C ¢ $TREET ADDRESS, CITY, STATE, ZIP CODE
_ _ ' o : 5811 SNOW HILL ROAD ’
LIFE CARE CEI’TER QF OOL:I'EWAH ) i ;_ OOLYEWAN, TN 37263 | N ‘
{X4} 1D SUMMARY STATEMENT OF DEFICIENCIES . 1D PROVIDER'S PLAN OF CORRECTION 51
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORREGT VE ACTION SHOLILD BE ; COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE. 0aFE
i DEFIGIENCY)
| i - 'F314 Continued
F 314::Continued From page 5 ) : F 314 _
‘[suspected deep fissue injury] to proximal endlof ‘ The Pressure Ulcer Treatment Records of
fwound. Wound is irregulatly shaped [with] : residents with préssure ulcers were
idistinct borders. Minimal serousanguinal reviewed, and visual inspection of
idre;Inhang?)noéec; frum]distail_ end of :ﬂu?d dressings was conducted by the DON,
i{mintmal). Dr [name], Dr {name], Nsg [nursing] .
.manager present for screervassessment, ADCN, and/or designee 1o ensure .
/Appears brace (R knee immobilizer) may havg | treatments are completed as ordered j
.contributed to pressure...Advised foam dsg | by 10119118, o i
‘li{dressing] can be used to provids padding frath The P ul tui 1_
brace, Ed [educate] nsg staff & [and] pt/sitter bn o oeure p bcetLSt;O:J R:;gff
“:appropriate fitting of brace to maintain neutral were reviewed by the DON, ‘
:alighmsnt and reduce pressure..” o and/or designee to ensura a thorough
1 assessmant of the pressure ulcars,
‘| Medical record reviewwnf the Pressure Ulcer | --Inclding stage, size, and character
- ..} Status Record dated 8/29/16 revealed v...Date] 1 . Y -
& of A ae i - d .
'first obsetved 8/25/6 [same wound as descri}ed“' R bty ueted and documented by P,
{in nurse progress notes dated 8/27/16) Locatidn 0/19718. .
|RLE {P;!)ig:‘; LOWE;EEJ(UE&'MYE{ %lpoztggorgﬂ;@{a‘ ] | 3) What measure will be put into :
‘| aspect) stage unstageable 8 [lan X 3.5 fwigth] . .
.}-em [centimeters] depth 0. Necrofic Tissue . place er what systematic changes
:100%...drainage small...color serous 4 You will make to ensure that the
‘sanguinous..." ' deﬂcient pragtice does not recur.
-Medical record review of a physician's note daled ' All licensed nurses and thgrapists will
8/29/16 at 3:04 PM revealed, ".. [Resident # 1 be educated on the Onthotic Device |
‘:Lav?e??avglﬂﬁggraﬂ?:?:nﬁtooub?;zg? "}r?léa;‘]?g"iz' l?ar Documentation and Communigation i
;along the side of the immobilzer may be Process by.the D|rectnr o Reh_ab' B
}:contributing fo thase wounds. Contlnue local Assistant Director of Rehab, Director
wound care. Aftempt to adjust immobltizer . ” of Nursing, Assistant Director of
Medical d revi ¢ 2 Physicl 'Ord ] Nursing, or Staff Dovelopment
ical record review of a sician's er . o ot r
idated 8/30/16 revealed *._New Tx [treatment]|R Coordinetoridesignee by 10126/16.
Elt;wer legl-Posierllg; ¢l lcfanl [mrﬂ_t[t“ﬁuﬂ% 1 This training will be completed in
‘cleanser] apply ledosorb cover [with] dry dsg ) : - . :
:[dressing] [change] QOD [every uther day] [ant] . orientation for all ngw licensed nurse
‘prn [83 needed]...” . and therapy associates. 10/28/16
_._ | Medical record review of a Physician's Ower |+ :
FORM GMS-2857(02-95) PrevléusVeis!oﬁs Cbsolate Event iD;QDFM1T - Facilty ID: TN3317 If continuation sheet Pags 6 of 17 -
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DEPARTMENT OF HEALTH AND HUMAN SERVICE

]

» -

PRINTED;" 10/4/2016 '

Al ) FORM APPROVED |
CENTERGFOR MEDIEARE &MEDICAID SERVIGES: B ) IE NO. :
| STATEMENT OF DERICIENCIES w1 PROVIDER!SUPFLIER!CLE {X2) MULTIPLE CONSTRUGTION -
AND PLAN OF CORRECTION {  IDENTIFICATION NUMBER: 1 & BuLomG COMPLETED
- 445501 i, B WING - n_ 09/28/2016
" NAME OF FROVIDER OR SUPPLIER ; © | STREETADDRESS, CITY, STATE. 2P CODE
; 5911 SNOW
LIFE GARE GENTER OF OOLTEWAH osél_rew A:";';JRS::B R
I X4 10 . SUMMARY STATEMENT OF DEFICIENGIES 10 Pl;O\nDER'S'PLAN OF CORRECTION x5) g
PREFIX (EACH DEFICIENCY MUST 8E PRECE{IED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BR | COMPLETIOHN
TAG REGULATORY OR LSC IDENTIEYING INFORMATION| TAS CROZS-REFERENCED TO THE APPROPRIATE QATE
DEFICIENCY}
F314 Continued
F 314 | Continued From page 5 F 314 ‘ _ '
| [suspected deep tissue injury] fo proximal edd of The Director of Nursing, Assistant
| wound. Wound is irregularly shaped [with] W Director of Nursing, Staff
distinict bordars. Minimat serousanguinal Development Coordinator, Unit
.drainage noted from distal end of wound Managers, MDS Cocrdinators, and
it {minimal). Dr [name], Dr {namej}, Nsg [nursi gl : . . )
! Mmanager present for screen/assessment, Second Shift Superw?or will be g
Appears brace (R knee immobilizer) may hale educated on the ABC's of Wound :
{ contributed 1o pressure...Advised foam dsg Care (credentlaled continuing education} ;
gifessmeyizg be tléged fo lg?fv;d? Pgt]idiéigi m by 10/26/16. This is an online course ,
race. E ucate] nsg s and| pt/sitter on ; . . # _
appropriate fitting of brace to maintain neutel with gm.rﬁ"te ‘ot: cornfplehon tha l :, it
alignment and reduce pressure.. , includes hrgvantion of pressure u cers, X
| providing treatment of pressure ulcers,
Medical recond review of the Pressure Ulcer _' and accurately assessing pressurg, ... . j
* | Status Record dated 8/29/16 revealed"...Daje . |- . uiers, ' . -
first observed 8129116 {same wound as d bedg~ | - - - -
In nurse progress notes dated 8/27/16] Locafion Al licensed nurses will be educated
RLE g;ight Lower Exfreg;fng (gostﬁlr}ior;atn 1 : on the Medication Administration
aspect) stage unstageable 8 [length] x 3.5 [width Palicy and Procedure and Wound
cm [centimeters] depth 0...Necrotic Tissue ) '
100%...dralnage small...color serous Care Progedure ar_u:[ Wound Care/ |
sanguinaus..." | Treatment Evaluation to ensure
| treatment orders are completed per
: rglgdlcal TECUg"i E:nlaw ofa ghysician'?dnntt;! ted | physiclans order by the DON, ADON,
8/16 at 3: revealed, “...[Resldent #26] SDC/Desian 0/26/1
has developed @ new wound on the iateral R D_C esignee by 1 i e, 3
{ lower leg under the Immohbilizer... The rigid bgr All licensed nurses will be aducated s :
1 along the side of the immobilizer may be by the DON, ADON, 8DC or Desighee 3
contributing to these wounds. Continue loca on completing a Pressure Ulcer N
wound care, Attempt to adjust immobilizer... Assessment and documenting 2 :
Medicat record review of & Physician’s Order| assessment at the time of identification 3.I
dated 8/30/16 reveslod "..New Tx fireatmentj R and Pressure Ulcer/Non-Pressura
lower leg-posterior cf [clean] [with] jwound _ “Ulcer Treatment Plan (algorithm)
cleanser] apply lodosorb cover [with] dry dsg by 10/26/16. :
[dressing] [change] QOD [every other dayl [ahd] | ] . .
pm las needed}...” . Any licensed associates that have not ; 4
‘ been in-serviced will not be allowed to work : ,
. | Medical record review of a Physician's Order until in-service completed. 10/28/18 3
FORM GMS3567(02.89) Pravious Vorsions Obsplele '

* Event ID{QDFM1Y

Facility 1Dy, TN3317
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CENTERS- ME
STATEMENT OF DEFICIENCIES
| AND PLAN OF CORRECTION

DEPARTMENT OF HEALTH AN

PRINTED: 10/14/2016
FORM APPROVED
WG k

'} (42) MULTIFLE CONSTRUGTION

{X3) DATE SURVEY

[suspected deep tissue injury] to proximal en$l of
wound. Wound is irregularly shaped [with]
distinct borders. Minimal serousanguinal
drainage noted from distal end of waund
{minimal). Dr [name), Dr [name], Nsg [nursing)
managsr prasent for seresn/assessment,
 Appears brace (R knee immobiiizer) may hay
contributed to pressure.. Advisad foam tsg
{dressing] can be used to provide padding frofm
‘brace. Ed [educate] nsg staff & [and] pvsitted on
appropriate fitting of brace to maintain neurm]
 alignment and reduce pressure. "

1]

Madical record review of the Pressure Ulesr
Status-Record dated 8/29/16 revealed *._Dath -~
first observed 8/26/18 {same wound as degcribed
in nurge progress nates dated 8/97/1 6] Location

Ly

100%...drainage small.. color serous
sanguinous..

.Medical record review of a physician's note dated
B8/26/16 at 3:04 PM ravealed, *...[Residsnt
has developed & new wound on the iateral R
lower leg under the iImmobilizer... The rigid ba
alang the side of the immobilizer may be
cantribuling to these wounds, Continus tocal
wound care, Attempt to adjust immobillzar.,

Medical record review of a Physiclan's Order
dated 8/30/16 revealed "...New Tx [fraatment} R
lower leg-postarior ¢l {clean] [with) fwound
cleanser] apply lodosarb cover [with] dry dsg
| [dressing] {change] QOD [every ather day] [and]
- prn {as needed]..."

R A

| 4. suome COMPLETED
: 445514 | 2. wme, . — 09/2812016 |
- NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 71F GODE e
i 5911 SNOW HILL ROAD
T LIF R o0
: E CARE GENTER OF OOLTEWAH OOLTEWAH, TN 37363
&4 1D SUMMARY STATEIMENT OF DEFIGIENGIES - b _ PROVIDER'S FLAN OF CORRECTION 1 s
PREEIX [EACH DEFICIENCY MUST BE PRECEDED BY £ULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE { COMPLETION
1AG REGLILATORY OR LEC {DENTIFYING INFORMATION) 1. T7As CROSS-REFERENCED TO THE APPROPRIATE DATE
- ) _ DEFICIENCY}
’ 'F314 Continued
F 314{ Continued From page &

F 314

for one month.

‘Mediical record review of & Physician's Order

The Directar of Mursing, Assistant
Director of Nursing, Staff Development
Coardinator, Unlt Managers, MDS
Coordinators and Second Shift
‘Supervisor will audit Medication p
Administration Records for all residents with}
orthotic devices to ensure assessment
-{'of skin integrity to prevent development ;
of pressure uicer in the Clinica) AM ¢
Meeting, which consists of the DON, ADON, k
'DOR or ADOR, MDS Coordinator, and Unit '
- |[Managers, 5 times a week for one month,
5. 13 times a wosk for one moiith, and

| ‘[ 1 ime & woek for one month,

1 The DON, ADON, SDC, Unit Managers,
- MDS Coordinators and 2nd Shift

‘| Supervisor will randomly audit two "
' Pressure Ulcer Treatment Records of
 residents with pressure ulcars to

1 visually inspect dressing to ensure

| pressure ulcer treatments are conducted . .
{ as ordered § times a week for two weeks, . :
3 times a week for two weeks, 1 time :
a week for one month, and one time

T vy e By

Y

10/28/16 |;

FORM CMS-2567(02.99) Pravious Varsions Obsokets Event I0:RbEM11 Facilty ID; TN$317

If continuation sheet Page 6 of 17



DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED; 10/1472016
D ARTMENT OF HEALTH AND HUMA

a DERVILES . FORMAPPRQVED
TERS B _ : & MEMCAID SERVICES A OMB NUF. 09380301
ISTATEMENT OF DEFIGIENCIES 1{X1) PROVIDER/SUPPLIERICLIA (%2) MULTIPLE GONSTRUGC " loxe) oare strvey :
AND PLAN OF CORRECTION ! IDENTIFICATION NUMBER: R.ISU!LDING CAMPLETED
. 445511 | BWNG___ e — 092812016
‘! NAME OF PROVIDER OR SUPFLIER STREET ADDRESE, CITY, STATE, ZIP CORE
d 5911 SNOW HILL ROAD
ji LIFE CARE CENTER OF OOLTEWAH _  QOLTEWAM, TN 57363 ‘
L XD | ' SUMMARY STATEMENT GF DRFIGIENCIES D] PROVIDER'S PLAN OF CORRECTION I
| PREFIX §,  {(EACH DEFICIENCY MUST 8E PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLEFICN
TAS REGULATORY OR LST IDENTIFYING INFORMATICON) TAG CRQSS-REFERENCED TO THE APPROPRIATE DATE
! ; _ DEFIGIENCY)
) | F314 Continued )
- F 314/ Continued From page 6 F 314| The DON, ADON, $DC, Unit Managers,

dated 9/20/16 reveated "...D/C [Discontinue]

previous tx orders RLE Posteriog: cleanse [with] EMDS C_Onrd'qatm .and 2nd Shift

‘. | NS8 [Normal Saline Solution), pat dry, apply Supervisor will audit pressure uicer

: lodosarb, cover [with] dry dsg, [changs] QOD| | istatus records in the Clinical AM __

: [and] prn...* | Meeting to ensure a thorough ’ :

} ) assessment of pressure ulcer including ;
iﬁiﬁ?&?ﬁﬁﬁﬁd&&f‘fﬁf geeptrge;gﬂe?;t(ﬁﬁ siage, size and character was conducted
revealed “...RLE Posterior: Cleanse [with] NS$, and documented 5 times a week for .
pat dry. Apply iodogorb, cover [with] dry dsg ) 'one month, 3 times a week for one month, ;
[change] QOD {and] prn..." Continued revigw then 1 time a week for one month. | 1028746 | !

revealed the reatment record was initialed on
8/24/18, indicating wound care had been

- [ completed. .- 4) How will the corrective action(s) wil

be monitéred to ensure.ifi daficient

=it T

Observatiori with Registéred Nurse (RN)#1 oh |

i onitar i
9/26/16 at 11:00 AM, revealed the resident sehted pratice will not recur.
in a wheeichalr In the resident's room. Continded The Director of Nursing or Assistant 1
cbservation revealed a dressing to the right loer ‘Director of Nursing wi ‘
- g . g wilt present results
| extremity dated 8/22/16 (4 days prior). . of the audit and education bi-monthly to
1 Interview with RN #1 on 8/26/16 at 11:10 AM, pt | the facility's Performance Improvement
the nursing station, confirmed the drassing (Pl) Committee. This committee
ordered to be changed every other day. {eonsisting of the Executive Director, !
| Observation of Resident #26's weunds and | Director of Nursing, Meical Director, - :
| interview with Licenged Practical Nurse #1 (LR Director of Maintenance, Director of ,
1 0n 9/26/16 at 12:15 PM, revealsd LPN #1 Rehab, Hezlth Information Director,
described the wound an the posteror RLE as ' |Birector of Feod and Nutrition Services,

| areas, both 100% necrotic, with a amall amouht
of brown dralnage due to the product applied fo

|Director of Environmentat Services,

the wounds. The wounds measured 3 om Director of Social Services, Business Office |
{ (centimeters) length x 1.2 cm width x 0 cm debth ,.[Manager, Director of Admissions, an¢
{ and 3.8 cm width x 3 cm length x 0 cm depth, Director of Activities will review the findings

‘_ and make recommendations and develop

1 Medical record review of a nursing hote date lang of action if an areas are noted to be
| 8726116 a1 7:50 PM revealed, "LE {iate entry] tbr omoomatian. I
4 8/24/16: RLE. cleanse and dressing change hot § )

] done. First attempt, pt was not available and hot

"FORM GMS-2567(02-95) Previous Viralons Ohaolete  EvertID:@DFMIT FacyO:TNS17 . f continumtion sheet Page 7 of 17




DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 10/14/2018

. _ FORM APPROVED
c EORMEDIGARE & MERICAID SERVIGES) OME KO, 00001
STATEMENT OF DEFICIENGIES X1} PROVIDERISUPPLIERICLIA {42} MULTIPLE CONSTRUCTION : {X3) DATE SURVEY .

ANO PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BULDING _ 1 GomMpLETED

445511 BWING.. .. _ _ _
o | 'STREET ADDREZS CITY, STATE,

6917 SNOW HILL ROAD
LIFE CARE CENTER OF DOLTEWAH QOLTEWAH, TN a7 363

oo | BUMMARY STATEMENT OF DEFICIENCIES ' ID : PROVIDER'S PLAN OF CORRERTION ps)
PREFIX (EACH DEFICIENCY MUST RE PRECEDED BY FULL PREFD | (EACH CORRECTIVE ACTION SHOULD RBE COMPLETION
ThG REGULATQRY OR LSC IDENTIFYING INFORMATION) TAG : CROSS\REFERENC% O THE APPROPRIATE DAFE
: PEFIGIENCY)

08/28/2016 _

NAME'OF PROVIDER Oft SUPPLIER 2° CODE

F 314 Continued From page 7 ’ F 314

4 willing o come into her room to have dressinds |
changed. Sacond attempt, this nurse talked
into & dressing change, but wag called away t ;
another patient® i

[l 7]

Interview with the Director of Nursing {DON) ¢
| 9727418 at 7:45 AM, in the DON's office,
confirmed the treatment record was not to be : ;i
signed prior to providing wound care and the
| dressing change had not been completed as
documented on 9/24/16.

=

| Interview with Repistered Nurse (RN) #2 (hurge '
: | who docurnented treatment completed ONizmacd-, | . :
' - 19/24/18) on 9/27/16 at 2:05 PM, at the Nursing - .
: Statlon, confimed RN #2 had signed the - | ° '
treatment record as having provided waund re,
and had failed to provide treatment to the wouhd
J on 8/24/16. -

Interview with Physlcal Therapist {PY) #1 on . . . _
| 9/28/16 at 10:08 AM, in the PT department, i ' ]
confirmed the skin breakdown' was caused hy#(he & S

knee immoblizer.

'| Interview with the Physician on 9/28/16 at 12:45
PM, in the conference room, confirmed the
physician would expect the staff to regularly ;
@ssess the resident for skin impairment underlthe |
knes immobilizer.

Interview with the DON on 9/28/16 at 2:10 PM]in o
the conference room, confirmed an assessmefit
of the wounds on the right iower extramity wa
not completed to include the stage, sizg, and
*| characteristics of the wound when identified of
8127118, , '

In summary, the tacility falled to provide adequate |- |
FORM CM5-2567{02-99) Frevious Verslons Obsoleta  Event ID:0PFMUY Facilty 10: TN3317

If continuation sheet Page 8 of 17
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FORM

10/14/2018
APPROVED

 STATEMENT OF

SPREAD, LINENS

& Y[&Fie facillty must establish and maintain an

Infestian Control Program designed to pmvidia

i1 safe, sanitary and comfortable enviranment adg

o help prevent the development and transmission
| of disease and infection.

E(a} Infection Control Program

I -OMB'ND. BEE8-03561.
ER/CLIA {82} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIEICATION NUMBER: A BULOING. ,GOMPLETED
. 445511 B, WiNng,, - - . 00/28/2048
NAME OF PROVIDER OR SUPPLIER N ' " STREET ADDREBS, CITY, STATE. ZI° GODE —— -
6911 SHOW HILL ROAD
UIFE CARE CENTER OF OOLTEWAH OOLTEWAH, TN 37385
X SUMMARY STATEMENT OF DEAIGIENCIES D PROVIDER'S PLAN OF GORRECTION C sy
PRERIY (EACH DEFICIENCY MUST GE PRECEDED BY FUILL PREFIX | (EAGH CORRECTIVE ACTION SHOULG BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG - CROSS-REFERENCED TO THE APPROPRIATE DATE
_ o DEFICIENCY}
F 314/.Continued From page & F 314/
‘l-akin assessments and interventions to prevent
idevelopment of pressure ulcers from Residen:
|#26's knee immobilizer on 8/27/16, Upon
dliscovery of the pressure ulcers, the facility failed
+.to conduct and document a thorough assessnient
iof the pressure ulcers, including stage, size, ahd
| character, After development of the pressure
iulcers, the facility fafled to foliow orders for j
‘treatrnent every ather day, resulling in a missed 5
‘wound care treatment on 9/24/16 and the :
[treatment not being done for 4 days. )
F 4411483.85 INFECTION CONTROL, PREVENT F 441| 1) What comrective action(s) will be

accomplished for those residents found to

The four certified nursing assistants (GNA)
.on duty during the time of concem noted
on the 2567 received education on the

have been aifecied.by the deficiént practice '

facility's poficy of Hand Hygiene, The DON §

5

i
10/28/16

: and SDC completed this by 10/17/16. :
{: The facllity must establish an Infection Controf P y )
‘Program under which it - . ) i
(1) Investigates, controfs, and prevents infectidns | 2) How you will idantify other residents ;
:;}f-h; fa;gility; ot o chas isolatioh having the potential to be affected by J
ecides what pracadures, such as isolatiog, ; ; P !
shouid be applied ta an individual resident: an the o di‘;"‘e"‘ .‘I’If‘“{ci and what ’
{3) Maintains a record of incidents and correctlve | cofreciive actan will be taken. f
actions related to nfections. All residents have the potential to be
; affected by failing to follew facility's |
b) Preventing Spread of Infection : ) :
€1; When ti'leglnfgctlon Control Program Hand Hygiene Policy. The DON, ADON, ;
determines that a resident nseds isolation to SBC, or Unit Managers, will modomly
prevent the spread of infection, the facility mue‘t audit hand washing during mea) service
’g‘;’_‘;}: ﬂ;:cl';ef;ldent-t hibit emol " for compliance 5 times a week for one
. e must prohibit employess with a :
‘communicable disease or infected skin leslong meanth, 3 times a wesk for one month, and 1028016 ||
from disect contact with residents or their food] if weekiy for one month. ;
FORM CMS-2687(02-09) Previous Verslons Obsolste Event ID:doEMTH Facility 19: TN3317 ' ifcgntln;aﬁon‘gﬁeg{pgge g of 1§ ’
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DEPARTMENT OF HEALTH AND HUMAN SERVICE

PRINTED: 10/14/2016
FORM APPROVED

LIFE CARE CENTER OF QOLTEWAH

" 5211 SNOW HILL ROAD
OOLTEWAH, TN 37353

. CENTERSFOR M ICARE IGAID SERVICES OMBENG. 0938 5361
STATEMENT OF DEFICIENGIES (X1} PROVIDERISUPPLIERICUR | (X7} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BULDING GOMPLETED

_ 445511 B.WING____ — 09/28/2016
NAME OF PROVIDER CR SUPPLIER | STREET ADDRESS, CITY, STATE, ZIF CODE o

X4y I

SUMMARY STATEMENT OF DEFICIENCIES

I PROVIDER'S PLAN OF CORREGTION

- aleehol-based hand rub for routinely
‘decontainating hands in all clinical situation L

Observation on 9/26/16 at 12:10 PM, of the 1p0
thall meal services, revealed Certified Nursing

' Assistant (CNA) #2 delivered a meal traytoa

: resident's room, ad|usted the tray table, touctlad
.8 wheelchair in the resident's room, exited th
sresident’s room, and withaut washing the hanig
for using hand sanitizer, removed a mes) fray jrom

10/28/18

PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOLILD BE COMMLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFEREII;IEC’!_:'ig TO THEAPPRopmATE DATE
1EMNG
F441 Continued
F 441, Continued From page 2 F 441} ) .
diract contact will transmit the disease. 9) What measure will be put into place
{3) The facility must require staff tu wash thﬂ,r or what systematic changes you will i
i hands after each direct resident contact for wWhich j make to ensurs that the deficient
J{ profassional practice.
Licensed Nurses and Certified Nursing
I(:’c) Linensl  handie. sto y Assistants have been In-serviced on the
ersonnel must handie, store, process an {facility Hand Hygiene policy as of "
1 »
mgﬂ”g: linens so a5 to prevent the spread gf 10/26/16 by the Director of Nursing,
Assistant Director of Mureing, Staff
Development Coordinator or designee. ;
) . , This training will be completed in ?
i I::"S REQUREMEPIT ,s ok mg&af ewden d i orientation for all new assoclates -
Based on facility policy review, observation, -and and quarterly thereafter. Any
Jinterview, the facility staff failad fo wash or associates that have not been
| sanitize the hands during meai setvice in 1 of4 in-serviced will not be allowed to work
{,dining areas observed. uniil in-service completed,
| The findings included: The Dirsctor of Nursing, Asslstant
[/ Review of the facility's policy Hand Hygiene, Director of Nursing, Staff D evelopment }
| revised 5/1/12, revealed "Purpose To decreags  Coordinater, or Unit Managers will ;
he rsk of transmission of infection by approgriate Jrandomly audit hand washing duting meal !
fhend hﬂg'e"e".fa"g“ﬁshmgf:‘?"d rgaﬂgfn_e i service for compliance 5 times a week |
-genarally considerad the mast impo sing ;
1 procedure for preventing nosocomial for one m;: nih, dthen ilhr?es a week mr
Infections...If hands are not visibly seiled, uselan one month, and weekly for one manth.

FORM CMS-2567(02-68) Frevious Versions Obedtels

Event ID: ROFM11
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DERARTMENT OF HEALTH AND HUMAN SERVICES e Al 4r2016
BENTERS: y & NEDICAID SERVICES . ABNG DSSB-0304
STATEMENT OF DEFICIENCIES 1) PROVIDERISUPPLIERICLIA X2) MULTIPLE GONST - — 1
AND PLAN OF CORRECTION . IDENTIFICATION HUMBER: ,L B}UILDiI\:GLE ONSTRUCTION {maggﬁfg%a
| j 445511 B.WING, __ — 09/28/2015
NAME OF PROVIDER OR SUPPLIER |- STREET ADDRESS, CITY, STATE. 1P CODE T
: i S911 SNOW HILL ROAD
h'_“'FE CARE CEW_E_R OF mLTwa'_" B . QOLTEWAH. TN 37363
a1 | " SUMMARY BTATEMENT OF DEFICIENGIES S PROVIDER'S FLAN OF CORRECTION T oms
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CONFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
! o DEFICIENGY) .
' F441 Continued N
F 441 | Contlnued From page 10 F 441 . .
the meaj cart. GNA#2 then delivared the tray ko 4) How the corrective action(s)
anothet resident's room, removed a laptop will be monitored to ensure the
computer fram the tray table, and without deficlent practice will not recur.
washing the hands or using hand sanitizer, . - )
removed another maal fray from the meal ca The Director of Nursing or Assistant
then used the ice scoop to place ice In a glass] Director of Nursing will present results
{ poured tea into the glass, and passed the trayjto of the audit and education bi-monthiy for
another staff member for dellvery to a residen three months to the facility Performance
Interview with the Director of Nursing on 9/28/16 Improvement (Pf) Committee. This
at 7:50 AM, In the conferencs room, confirmed commitiee conslsting of the Executive
hand hylgi‘ene was not completed as required gnd Director, Director of Nursing, Medica)
' ﬂ}%f?glﬂyf palicy ‘“‘;g?r;‘;f#ga‘“Ed' ' - Director, Director of Maintsnance,
2V 48_ - ED( ) ADMIN e 902¢ Director of Réhab, Hesith Information
£ ‘The facility must provide or obtaln laboratory Director, Direetor of Food and Nutrition
sefvices to meet the needs of Its residents. THe Services, Director of Environmental
1 facility is re:sponsible for the quality and timelin : Services, Director of Social Services,
of the services. ‘ Business Office Manager, Director of
Admissions, and Diractor of Activities
This REQUIREMENT is not met as evidenced will review the findings and make
by: recommendations and develop plans
| Based on facility policy review, medical record of actlon if any areas are notad to be
feview, and interview, the facility failed to obtaip & nen-compliant, 10/28M18
laboratory test as ordered for 1 resident {#165], of '
5 residents reviewed for unnecessary
medications, of 26 residents.
The findings included:;
Review of facility policy Diagnaostic Services,
revized 05/2008, revealed "...it is the ptimary
purpose of diagnostic serviceg to provide unHorm
procedures for obtatning necessary diagnostic
services when ordered by the attending
physician...all orders for diagnostic services wifl
be promptly carried out as instructed by the
EORM CMB-2567(02+68) Previous Versionn Olsolct
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DEPARTMENT OF HEALTH AND HUMAN SERVICES R ORR, aiai2016
— CENTERS FOR MEDICARE & MEDIGARS SERVICER. . . . . OME NO: §935-0304
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICEIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY I}
AND PLAN OF CORRECTION- IDENTIFICATION NUMBER: A BUILOIG COMPLETED ||’
j 445511 B WING __ i 09/28/2016
- NAME OF PROVIDER OR SUPPLIER ) " STREET ADDRESS, CITY, STATE, 2IF CODE
5311 SNOW HILL ROAD
LIFE CARE CENTER OF OOLTEWAH OOLTEWAM, TN 37363
gD | BUMMARY STATEMENT OF DEFICIENGIES CEE PROVIDER'S PLAN OF CORREGTION pey
PREFAX (FACH DEFICIENCY MUST S8E PRECEDED BY FULL BREFIX (EAGH CORRECTIVE ACTIHON SHGULD BE COMPLETING |
TG REGULATORY OR LSC IDENTIFYING INFORNMATYION) TAG CROSS-REFERENGED 1O THE APPROPRIATE DATE i
i DEFICIENCY} ;
F 441 | Continued From page 10 F 441 "
the meal cart, CNA#2 then delivered the teaf o
{ @another resident's room, removed a laptop
computer from the tray table, and without ;
waghing the hands or using hand sanitizer, I N
removed another meal tray frorm the meat ¢a ;
then used the ice scoop to place ice in a glask, AL
{ poured tea into the glass, and passed the {o {2
another staff member for dellvery to a resideft :
Inferview with the Director of Nursing on 9/28116 .
. at 7:50 AM, in the conference room, confirm {
hand hygiene was not completed as requiredjand i
the facility's policy was not followed. !
_ 2552; I433-75UJ("U ADMINIST RATtGN " .. F 802} £y what correctiye action(s) will be gl o
% > | The facility must provide or obtain laboratory 4 ccomplishedfor those restdents :;
- services to meet the needs of its residents. Bhe found to be affected by the deficient
'  facility Is responsible for the quality and tiveliess 4 practice,
; of the services. Resident # 165's PTT was obtained on
' -} 91118, results were 30.3 within normal
] This REQUIREMENT is not met as evidencqgd | limits {Normat 22-34),
by: b .
Based on facility pollcy review, medical reco | 8N 9/2/16 MD notified and no new |
. review, and interview, the facillty failed to obtdin a. | orders were raceived. 10128116 1.
- laboratory test as orderad for 1 resldent (#16 , of . . o , _
|5 residetrlyfs reviewed for unnecessary - ¢ ) 1 2} How will you identify other residents :
medications, of 26 residents. : having the polential to be affected by
} | same deficient practice and what
The findings included: ; corrective action will be taken. ¥
1 Review of facllity palicy Diagnostic Services, All residents recelving Hoparin have-
revised 06/2008, ravealed "...it is the primary : the potential to be affected. A 100%
purpose of disgnostic services fo prt;vide uniform || audit on all residents on Heparin that ¥
precedures for ohtaining necessary diagnos irad hiv PTT ted :
services when ardered by the attending A [“:::n‘:":ga ° i
physician,..all orders for diagnostic services will on ¥ the "anag ¥
1 be promptly carried out as Instructed by the 40 ensure PTT was cbtained as ordered. {:
' ' No other deficient practice was noted. 10/28/16 [
FORM CMS-2567(02-99) Prenous Verslons Gbsolete Event (D]00FM11 Fadlty 10: TN3317
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5971 SNOW HILL ROAD

OOUTEWAH, TN 37363

DEPARTMENT OF HEALTH AND HUMAN SERVICE PRIFNgshDﬂ:A‘tPOéFEI‘wE'lg
~SENIERS FOR MEDICARE & M) OMB N 98380301
{ STATEMENT OF DEFICIENCIES | (X) PROVIDER/SUFPLIERICLIA| | ooy LTIEL bx3) o '
;| AND PLAN OF CORRECTION [7( IDENTIFICATION NUMBER: AD.QI:UIEQITI:IG B CONSTRUCTION &) ESLEESTF}E\;EY

. iy 445514 8. WinG i 09/28/2016

NAME OF PROVIOER OR BUPPLIER - i | STREET ADDRESS, CITY, STATE. 2P CODE

edyio |- SUMMARY STATEMENT OF OEFICIENCIER 0 PROVIDER'S PLAN OF CORRECTION %5) -
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
™G REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE RATE
- __ DEFICIENGY)
F502 Continued :
F 5021 Confinued From page 11 F 502 ) ) :
physician's onder,..” | /| 3} What measure- witl be putinto place '
: or what systematic changes you will
Medical record review revealed Regident #1685 make to ensure that the deficient
diagnoses inciuding Guillain-Barre Syndrame, . AN et
_Diahates Mellitus 2, Chronic Obstructive Ml licensed nurses will be in-serviced
1: :Pulmonary Disease, Dysphagia, Muscle {PY the Director of Nursing, Assistant
I i Weakness, Anxisty Disorder, Depression, an { Director of Nursing, Staff Development
& Polyneuropathy. | Goordinator and/or designes by
I 110726716 on the Diagnostics Services
il Medical record msview of a physician order dafed . . .
. 71116 revealed *...PTT [Partial thromboplasti {Poliey to include promptly camying out
time, a blood test that looks at how long it takds physician orders for diagnostic services and
1 - for blood to clof]...monthly whils on heparin [bloed. -|the Daily Anticoagulant Review Flow Sheet
e ) thinner]...” i ' (Exhibt D) has been'reviged to include the' | -
: * ) d . -
 Medical rocord review of a Laboratory ; ube date of the' PTT and the resulis of ?uch )
' Administration Record for the month of Aug {ia to ensure lab was obtalned and reviewed
. 2016, revealed "...PTT...monthiy white on on 10/17/16.
.: heparin...4th each month..." Continued revi {1 Associates that have not been in-serviced
‘ } revealed the admirlistr!ation record was initial will not be allowed to work until in-serviced
i : by staff with a completion date of 8/4/18. complsted. This education will be completad
, Medical record review revealed their were no , m ¢rientation for all new licensed nurses,
.resulis for the PTT that was documented as ! 1 *
obtained 8/4/16. PTT results were availableig : . .
= the medical record for 7/26/16 and 9/1/16. | The Director of Nursing, the Assistan.
{Director of Nursing, Staff Development
Interview with the Regiona! Directer of Clinical FCoofdinator, and/or Unit Managers wil
Setvices on 9/28/16 at 2:15 PM, in the .audit the Anticoagulant Review
_ conference roem, confirmed the PTT was not {Flow Sheet for results of the PTT when _
} 'complsted as ordered by the physician. 1 obtained daily for 3 months. - ;
I F514}483.75((1) RES [ Fo14 J 1028116
- 88=6 | RECORDS-COMPLETE/AGCURATE/AGCESSIE | i
LE .
The facility must maintain cfinical records on gach ' ;’
F resident in accordance with accepted professional | '
FORM CMS.2567(02-6} Pravious Versions Otsaiete Event ID: QDFM1+ Faclity ID: TNZ217 If continuation shast .Pagg 12 of 17
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ENT OF HEALTH AND HUMAN SERVICES RN APPROUED
CENTERS F SOIGARE & MEDICAID SERVIGHS . OMBR NG, 09380351
‘STATEMENT OF DEFIGIENCIES F0¢1) PROVIDERISUPPUERICIDA {X2) MULTIPLE CONSTRUCTION iX3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BULDING ' COMPLETED
: : S L 448511 LEWNG _— 0972812016

NAME OF PROVIDER OR SUPPLIER STREET ADURESS, CITY, STATE, 2 CODE
5911 SNQW HILL ROAD
LIFE CARE CENTER OF COLTEWAH | OOLTEWAH, TN 37363
(%4} iD SUMMARY STATEMENT OF DEFIGIENCIES T PROVIDER'S PLAN OF CORRECTIDN sy
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FUL| PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION |
TAG REGULATORY OR LSC IBENTIFYING INFORMATION) TAG cRtnss-REFEREE;IE::EIEJ:i Eﬁ cT%EAPPROPRMTE DATE
F 502 - ) ’ ""1 F502 Continued
59 pc;nt;;‘;i'sirzjzrpige F 502 4) How the corrective action(s} will be
¥s  monitored to ensure the deficient practice
Medical record review revealed Resident #{85 will not recur.
was admilted to the facility on 7/1/16 with Director of Nursing, Assistant Director of
! diagnoses including Guillain-Bare Syadron]e,  Nursi i Lt i its| ,
Diabetes Mellitus 2, Chronic Obstructivs  ureing will prasent the results of the audits :
1 Pulmonasy Disease, Dysphagia, Muscle and education bi-monthly for three months
| Weakness, Anxisty Disorder, Depression, gnd | as indicated to the facillty Performance
. Polyneuropathy. : Improvement (Pl} Committes. This
Medical record review of a physician order gated i :m?mmittee Fons:atlng Oft{‘e Exeleuve
71118 revealed u...PTT [F’arﬁai thmmbﬂpl in : Dlrector, Director of Numlﬂg, Medical
tima, & blood test thet looks at how tong it tdkes ] Director, Director of Maintenance, Director
; fg_r blood ta dqgjﬁmqnmly whi_le on ‘heparin [blood §. : of Rehab, Health Information Manaqemeht“- I
_{thinerf. e 0 | Dlréctor, Director of Food and Nutritiai = *7] = »=
Medical record review of a Lahoratory -Servicas, D!rectnr of Envfrnnmsr?ta!
1 Administration Record for the manth of Auglist Services, Director of Social Services,
12018, reveated “..PTT...monthly while on EElusiness Office Manager, Director of
heparlir;a.&th eﬁcry motrs;té! Continued re;i v “Admission, and Director of Activities will
revea. 8 adminisiration record was initidle review the findings and make
, ,hy staff with a completion date of 8/4/16. _ recommendations and develop plans of
.| Medical record review revealed their were n | action if any areas are noted fo be
inesults for the PTT that was documented a{ ) non-compliant, 10128116
|-obtained 8/4/16. PTT results were availabld in
|- the medicat record for 7/28/18 amd 61118,
Interview with the Regional Director of Clinidal
.| Services on 9/28/16 at 2;15 PM, in the T
conference room, confirmed the PTT was nbt
- completed as ordered by the physician.
F 514 [483.750)(1) RES F 514
$86=G | RECORDS-COMPLETE/ACCURATE/ACCE Ss8ie
LE :
. The facility must maintain cllnical records or each i
resident in accordance with aceepted professional :
FORM CMS-2567(02-99} Previous Varsiana Obsolale



 standards and practices that are complete;
accurately documented; readity accessible; arjd
: systematically organized.

{ The ciinical record must contain sufficient
- information to identify the resident; a record of
' resident's assessments; the plan of care and
'services provided, the results of any
preadmiasion screening conducted by the Stafe:
- and progress notes.

the

!,Thls REQUIREMENT 1is not met as evidenced§ |
by :

1) What corrective action(s) will be

affacted by the deficlent practice.

On 972716 the Director of Nursing
provided education to RN #2 on

| following Medication Administration
| Poliey and Procedure
(documentation process).

education to RN#2 on Wound Care
.4, Procedure and Wound Care Treatment/

accomplish for those residents found to be

By 10/26/16 S8DC or designee provided .

' 10/28/16

DEPARTMENT OF HEALTH AND HUMAN SERVICES pm;gggﬂ;a}ggéz\?é g
- CENTERS FOR MEDEARE: CHID SERVICES| | DB NO. 0938:0391
STATEMENT OF DEFICIENCIES { Pt1) PROVIDER/SUPPLIERICLIA MULTIPLE CONSTRU :
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; ﬁmmm CORSTRUGTION uca)ggﬁfé!%\f‘f
. 445511 B. WING __ . . . 09/2812016
NAME OF PROVIDER OR SUPPLIER STREETARDRESS, CITY, $TATE, ZIP CODE
6911 SNOW HILL ROAD
LIFE CARE CENTES OF QOLTEW'.}H___ OOLTEWAH, TN 37363
(X430 SUMMARY ETATEMENT OF DERICIENCIES ") PROVIDER'S PLAN OF CORREGTION (x5
PREFIX | (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFQORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
_ DEFICIENCY)
i . F514
F 514 Continued From page 12 F 814

-  Based on medical recond review, observation] | | Treatment Evaluation.
‘Interview, and review of facility palicy, the facilty o - .
failed to ensure complate and accurate 2) How will you identify other residents
| documentation in the medical record for 1 (#26) having the potential to be affected by
1 residsnt of 2@ residents reviewed, resulting in the same deficient practice and what
Harm fo Resident #26. corrective action will be taken.
‘The findings included: | Pressure Uleer Treatment Records of
‘Medical record review revealed Resident #26 as residents with pressure ufcers were
admiitted to the facility on 8/18/16 with diagnoses reviewed, and a visual inspection of
{ Including Fracture of Lower End of Right Fem | dressings was conducted by the
.Chronic Cengestive Heart Fallure, and Anemid. Director of Nursing, Assistant Director
; \ ! of Nursing and/or designee to ensure
-Medical record review of a Nurses Progress Note ;
dated 8/27/16 revealed "...pt [patient] was beifg Ireatments are completed as ordered 102816 ||
 bathed and 2 new wounds were found on the by 10/19/16.
 distal end of the calf, Wounds were
iapproximately the sfze of a 50 cent piece.
‘Wounds were covered by the knee immobliizel._"
Medical record review of the Pressure Ulcer
Status Record dsted 8/26/16 revegled *...Date i
first observed 8/29/16 Location RLE [Right Lower :
1. ... | Extremity] {posterior-lateral aspect) stage : ,
FORM CMB 2587(02-00) Pravicus Versiona Obsdlete " EventiD:dpemt Faciity 1D TNS317 If continuatlon sheet Page 13 of 17
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DEPARTMENT OF HEALTH AND HUMAN SERVICE FORM APPROVED
CARE G - OMVEND: 083610387
F DEFICIENGIES : (X2) MULTIPLE CONSTRUCTION " {tx3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER! A BUILDING o COMPLETED
445511 1 B.WING 09;252 0';15‘

| NANE OF PROVIDER OR SUFFLER
LIFE CARE CENTER OF OOLTEWAH

S'r_éEl.-:rAuDREs's. CITY, STATE, ZIP CODE
E914 SNOW HiLL ROAD
OOLTEWAH, TN 37363

SUMMARY STATEMENT OF DEFIGIENCIES

FROVIDER'S PLAN QOF CORRECTION

TS b -
.E’F‘RE’F'& (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD RE GOMPLETION -
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APRPROFRIATE DATE
DEFICIENTY)
I-F ;1‘4“ Continued From 13 S F 514 .F514 Continued
ontinued From page , _ _
|| unetageable 8 [length] x 3.5 widih] cm ' 3) What rneasure. wilt be put inta p{ace
[centimeters] depth 0...Necratic Tissue or what systematic changes you will
1 100%...drainage small...color serous make to ensure that the deficient
if sanguinous.." practice does not recur.
Medical record review of a Physician's Order | All licansed nurees wil be educated on
dated 5/20/16 revealed "..D/C [Discontinue] §il follawlng Medication Administration
; prevNSSir[:;s & olrdserl'f*» RLSE IPgste]tﬁcm r:‘;eanse E Policy and Procedure and Wound Care
H ormal azling Solution], pat 1y, apply
1 lodoserb, cover [with] dry dsg [dressing] [cha EmTEdl.jm ?nd Woun:l C;::‘e}Trea:nent
1 QOD [every other day] [and] pm [as needsd}). ; valugtion to ensure reatment orders
; : are completed per physician order by :
i| Medical record reviaw of the treatiment the Director of Nursing, Assistant i
| administration record for September 2016 Director of Nursing, Staff Develdpniarit |
) revealed "RLE Posterior. Cleanse fwith] NS, Coordinator andlg;' deasi nee':!':o e
il pat dry. Apply iodosorb, cover [with] dry dsg , ' gnee by
[change] QOD [and] pm... " Continued review of | 10/26/16.
the treatment racords revealed the treatment : . ,
| fecord was initialed on 8/24/18, indicating wo The Director of Nursing, Assistant
| care had been completed. Director of Nursing, Staff Development
o flon with R od N ; Coordinator, Unit Managers, MDS
- | Observation egistered Nurse (RN} #1 of : dinaters, and Second Shift
9/26/18 2 11:00 AM, revealed the resident seted g“rm t':s Al be odomio we
in a wheelchair in the resident’s room. Contintied | upervisars will be educated on
observation revealed & dressing to the right Iower | ABC's of wound care (Exhibit C)
| (RLE) extremity dated 9/22/18, i . (onfine credentialed continuing
: . ’ education) by 10/26/186.
| Otservation of Resident #26's wounds and ; .
i interview with Licensedt Practical Nurse #1 (LRN) | Any associales who have not been :
'{ on 92616 at 12:15 PM, revesaled LPN #1 f { in-serviced will not be allowed to woik :
described the wound on the posterior RLE as , until in-service completed.
areas, both 100% necrofie, with a smal. amouht -
of brown drainage due to the product appiied Training will be completed in orientation :
the wounds. The wounds measured 3 cm for all new licensed nurse associates. - 10/28/16
(centimeters) length x 1.2 cm width X 0 cm depth
and 3.8 cm width X 3 ¢m length x 0 em depth.
; Medlcal record review of 3 nursing note datad
| 8/26/16 at 7:50 PM revealed, "LE [late entry] fer | | o
FORM CMS-2567(02-58) Previous Versions Qbsoleis Even ID: GDR1 Facifty ID: TNs317 If continuation sheat Page 14 of 17




PRINTED: 10MH4/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES
o . i ) pp
_GENTERS FOR MEDIGARE & MEDICAID SERVIGES. R g D
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERNCLIA (X2) MULTIPLE GONSTRUCTION [X3) DATE SURVEY
:mn PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILDING COMPLETED
_ 445511 B.WING,_____ - | 0912812046
| NAME OF PROVIDER OR SUPPLIER STREETADDRESS, GITv, STATE, 2iF G852 e
5911 ENOW HILL ROAD
o ?E ?ARE CIENT_%R OFQT_'TEWAH OCLTEWAH, TN 37263 )
| xaw SUMMARY STATEMENT OF DERICIERCIES D ’ PROVIDER'S PLAN &F CORRECTION 1)
PREFIX {EACH DEFICIENCY MUST 8E PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION |
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) T TAG CROSE-REFERENGED TO THE APPROPRIATE DATE
. B DEFICIENCY) .
| F &14{ continued From page 13 F 514 g;‘)e Dg?c‘?ém Nlursmg, fés'slf;“t or
j unstageable 8 [length} x 3.5 [width] cm _N' alt Developmen -OOrcinator, ;
: [centimeters] depth 0...Necrotic Tissue Unit Manager, MDS Coordinator, and :
; 100%...dralnage small...colar serous 2nd Shift Supervisor will randomly audit
‘ sanguinous...” two pressure ulcer treatmant records of ;
: Medical record review of a Physlcian's Order resldents mth prassure ulcers to visually
‘dated $/20/16 revealed "...D/C [Discontinue) i inspect dressing to ensure pressure ulcer | :
previous tx orders RLE Posterior: cleanse [with] treatments are conducted s ordered for 5 | -
: NSS [Normal Saline Solution], pat dry, apply J times a week for two weeks, 3 imes a weeK|:
! lodosorb, cover [with] dry dsg [dressing] [ch g for two weeks, and 1 time a week fortwa [ ;
QOD [every other day] [and] pen [as neesded]]. ]  ronths. “10/28/18 |
Medical record review of the treatment EL‘! ‘
administration record for September 2016 - | 4 . g e : -
| fevealed "...RLE Posterior: Cleanse [with] N& || 4 How wil the carvettive action(s) wil
pat dry. Apply lodosorb, caver [with] dry dsg ;| ‘be monitorad to ensure the deficient :
IChange] QOD [aﬂd] pimn... " Conﬂ"ued l‘BVle of Practice will not recur i
| the treatment records revealed the treatment :
record was initialed on 5/24/16, indicating wolind ‘The Director of Nursing or Assistant
care had been completed, ) | Director of Nursing will present
Obssrvation with Registered Nurse (RN) #1 dn firesults of the audit and education :
9/26/16 at 11:00 AM, revealed the resident seatad | Prmonthly to the facllity Petformance |
in @ wheelchair in the resident's room, Conﬁr%d - f:improvement (Pl) Committee. This '
.abservation revealed a dressing to the right Idwer committee consisting of the Exscutive )
| (RLE) extremily dated 9/22116, ‘ ' Director, Director of Nursing, Medical : .
Observation of Resident #26's wounds and - Director, Director of Malntgnan?e.[)irector
Interview with Licensed Practical Nurse #1 (LFN) . 0f Rehab, Health Information Director, =.
an 9/26/16 at 12:15 PM, revealed LPN #1 §. Director of Food and Nutrition Servicks, -
describg;lmm1eoxg$nd on t}hs v?l::ftemr ?LE as 2t it Director of Environmental Services,
anags, necrotic, a small amoun AT 1 ;
of brown drainage due to the product applied fo i Director of Socla ?ennces} Buslnee.ss i
the wounds. The wounds measured 3 cm | Office Manager, Diroctor of Admissions, -,
(centimeters) length x 1.2 cm width x 0 o dapth | # and Director of Activities will review the .
and 3.8 cm width x 3 ¢m length x 8 cm depth, |- findings and make recommendations
Mesical d review of rsing note dated 4 and develop plans of actlon if any .
ical record rev oranu nole ga . - . 110/28118 k
L. [8/26/16 at 7:50 PM tevealed, “LE [late eniry] fpr | reas are notedto be non-complant _ *
FORM CMS-2567[02.95) Fraviots Versions Cbectele Event ID:@DFM1{ Facifly 10: TN3317
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FO
ome.

(1) PROVIDERISUPPLIER/CLIA

IBENTIFICATION NUMBER: A

445511 B,

 (X2) MULTIFLE CONSTRLUCTION

BUILBING

WING,

RM APPROV
NG D838~

. 0902812016

ED

[™NAME OF PROVIDER OR SUPPUER"
LIFE CARE CENTER OF OOLTEWAH

STREET ADDRESS, CITY, STATE, 217 OODE —
5911 SNOW HILL ROAD
OOLTEWAH, TN 37363

(X4} 10
PREFIX '
TAG

BUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST B8E FRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION;

n PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG GROS3-REFERENCED ‘FQ THE APPROFRIATE

(X8
COMPLETIDN -
DATE

F 514

F 520
S8=G

| willing to ¢ame into her room to have dressing

- | interview with Registered Nurse (RN) #2 (nursh

| nurging sarvices; a physician designated by th

[ committee meets at least quarterly to identify

Continued Frem pagé 14

8/24/16: RLE...cleanse apd d-rasslng change hot |:
done, First altempt, pt was not avallable and ot |

changed. Second attemnpt, this nursa talked
into a dressing change, but was called away
another patient

Interview with the Director of Nursing (DOM} o
8/2718 at 7:45 AM, in the DON's office, ;
confirmed the treatment record was not accuriate
and the dressing change had not been complgted |
as documented on 9/24/16,

who documented tréatment completed on {
0/24/16) on 9127116 st 2:05 PM, at the Nursing ;
Statlon, confirmed the wound care had not be -
completad on 9/24/16 as docurnented, 7"
483.75(0)(1) QAA
COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

Afacility must maintain a quality assessment ghd
assurance committee consisting of the directoTof

facility, and at least 3 ather members of the l
facllity’s staff. -

The quality assessment and assurance

issues with respect to which quailty assessmedt |
and assurance activities are necessary; and
develops and implements appropriate plans of] [
action to correct identified quality deficlencies.

AState or the Secretary may not require
disclosure of the records of such committes

e

DEFICIENGY)

F 514]

F 520/

FORM CMS-2667(02-00) Previous Versions Obsslete

‘Event iD;QBFMN

Faciity (D: TN3aq7

If continuation sheet Page 15 of 17

PR



STATEMENT or: oEFlcieumEs
J AND PLAN OF CORREGTION

X2} MULTIPLE CONSTRUCTION
ABURDNG .,

4

(X OATE SURVEY |
COMPLETED

PRINTED: 1011472016
MEORM AP F’ROVﬁD

| QUARTERLY/PLANS

1 The quality assessment and assurange

J issues with respect td which quality ascdes
siand assurance actvities are ABCESSaNY, &

Jdevelops and implements appropriate PR ns of
. haction 1o earrect !uenﬁﬂed qualy deficte

sarvices; & physiclan designatag hy the

4 State oF the Sewatary may not renuing
disclosure of the records of such cemm e

| Afaculty must maintain a quallly assesstment and f

] assurance comrmitles consisting of the diracioer of :

| nursing

'| facliity; and ot feast 3 other members of
fachity's staff,

{found to have been affected by the
Jdeficient practice.

1 On 10/13/16 the care plan and

1 physicians order were clarified and
revised for Resident #26 by an RN

| (immobiiizer) when participating in

+ therapy only, and for therapy to
Tassess skin integrity after each
|treatment session, The therapist wilt
‘Idocument fidings in the dally notes,
and if any changes are noticed they
will report to the Director of
 Rehab/Assistant Director of Rehab,
and Nurse, ..

: : B.WING . P
i TANE OF PROVOER OR SUSPUER - ' BTREET REDREES, G, ST,
) 4 5911 sNOw HILLROAD
; LFE C-ARE CENTER OF OOLTEWAH . - o | QOLTEWAH, TN 6735
. tm; B " SUMVARY smremaquaem NG w7 " PROVIGER'S PLAN OF COR coa&sctrrtg 3 “"éﬁ ]
ws n%m mm"“’%@&%“m ot 3“"!:&') P#ﬁ? ca‘ﬁ‘écst-'ncaggﬁemggaﬁ ﬁ&?ﬁ?ﬁwnﬁs TR
s B -t i e - . B ®
" F 514} Gontinved From page 14 F544f
24/18! RLE,.cleanse and dressing ehpnge not '.
"doge, First atterpt, ptwas not avatlab. aqd not | ]
wtﬂingbag@:nehbhérmmg:hm drgssings | ]
' Siingedd: Second et Mignunislaked pt |
[t 2 dressing changs, itwas called-avay lo
" | another patledt
Interview with the Director of Nutsing (RDN) on
OI27116 ot 7:45 AM, in the DON's office,
confirmed the treatment record was nojaccurate .
" jand the dregsing changie had nol baen domplated
-as dacumentad on 9/24H6,
] Inwviaw with Registored Nursa {RN) g (nurse
} who docurhented treatment ¢omplated
§ 9/24/16) on 9r27HE at 2:05 PM, gt the Nursing.
{ Station, confimed the wound-care had got been |, , e .
completad un 9!2411_6 as dottmiented, || - P 1) What coirective action(s) will be "
';8532 : gaggﬁg EE -MEMBERSMEET . F 520' accomplished for these residents

‘ to utjlize a tight knee brace sleeve - -

] 10!28;‘16 }

S0AM LEAS-2507(02-08} Brevious Vorglena Otoloty

Fncwm;mam '

r contlnu&l(on shast Page 15of 1?
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| STTENENT OF DErciEciEs GUA | (X2) MULTIPLE CONGTRUGTION Jocn oare strver
- JANDPLAR OF CORAGCTION BER: A BULDING .., 4 compeTeo
T —— it Ot
. NAHE OF PROVICER OR SUPPLIGR RS

T STREET AGORESE, GiTv, STATE: 2P CADE

) ) 1 5911 SNOW HILL ROAD
.I.JFI_E cARF CENTER OF oqILTEWAH . ©f ooLveEwas, YN araes

i pnp — QUMPMST&TEUENTOFDEFUEHCIES AR : PROVIDER'S BLAN OF GORRECTION D o -
PREE | (EACH DEFICIBNCY MUST BE PAECEDED BY[FULL PREFIX (EAZH CORREGTIVEACTION §HOULO BE .| cowstcnion |.
TAG ]  REGULAYORY ORLSC IDENTIFYING IN TI0M) TAG | CROSS.REFERENCED TOTHEAPPROPARIATE | bams
- g : : 1. - meecieNcy o |
R | F520 Contiriued * R
.» F-5201Continued From page 16 _ F 52a{On 9/27/16 Director of Nursing provided
; ‘Xﬂepggﬁﬂfa"ﬂs such dIS?m’-'ﬁ t;\*g‘ﬂte" tothe |education to RN #2 on foliowing the | -
| comphange of such ¢ommittee 1] g . . . .: .
{ requiraments of thls section, Medication Administration Policy and

- : |Procedure {documentation process). |
| Good falth attempts by the cominittes tq identify . ; A s .
1 and cornect quality deficlancies will nat ke used ash _BV 107 ?6" 16 SDC/designes wil provide

& basls for sanchions, 3 jeducation to RN #2 on Wound Care

|Procedure and Wound Care/Treatmenty:
“Evaluation. '

fTNﬂ REQUIREMENT Is not met as evi

hy: . ) ‘The-Nurse who documented the
: Based on madicsl record review, obsen i

\reviaw of faclity survey history, and in 923‘“"“3 ' Iprogress note on 8/27/16 will recaive ;= :
facility Performance Improvement (Pi) Gommittes § leducation by the DON, ADON, ar

falledto ensure substential compliance it | ISDC/deslgnee on completing a Pressuf
| s bomtn b asgesmontnd et |
: resulting in Harm to 1 resident (#25)of £6 :Essassment at the time of |dentificationj,
. {residents reviewed, ) fand Pressure Ulcer/Non-Pressure

By ¥

The fincings ncluded: . | Frreatment Pfap {atgorithm) by 10/26/1 6
-Medical record review, observatian, and intenview 'Tf_-'e Director of I:\lursmg, Assistant g
‘revealed the faclllty faflad to provide addquate -~ | pITECtOI' of Nursing, Staff Developiment P

'skin assessments and Interventions to drevent -{Coordinater, LInlt Managers, MDS
-development of prassure ulcers from Resident it

#26's knee Imablizer on 827118, oty ! anrdnnalors. and 2nd shift Supervigor: ,
discovery of the pressure ulcers, the fadiily fallsd |~ {{ill be educated on the ABCs of
1o gondust and document a thorough assessment |- (Wound Care (online credentialad

of the prassure wicers, including stage, 31z, and | ‘|lcontinuing educati ' /16.
character, Aftar davelopriant of the preksure rominuing education) by 10126118
- g}:;tm; ﬁm‘fﬂhgf dt:yfomlﬁ{g?waf o . {The Executive Director (ED) wil

. m :.': .

wound eare treatment on §/24/15, and e {&ducate the Performance

freatment nat belng done for 4 days, {Improvement {Pi) Committee on the

; : . -{ facility Parformance Improvemant i
‘Madical frecard review, abservation, andlinterview { ty p k)

fod the facifity fofled to ensure comoleta sad | FProgram Polic?», and the requirement
J .accyrata decumentation in the medical gecord for - | for this Committee to ensurs 410/28/16
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CERTERS FOR MEDICERE & &K ) . o FDR&#»%%PROVE?
STATEMENT OF DEFIGIENCIES | £X2) MULTWLE cONSTRUGTION - ; 1
X3} DATE S :
AN P.LAN OF CORARCTION A BLALDING }GSMPLETR&."‘L!\;f
s . . 8. \WING _ ' o
i . -l ; it . . O8reeizey
waals Plnowoea' on m‘u& i I ] smeaagbesss. cmf sm-s %7 o8 M
. LIFE CARE CENTER OF OOLTEWAH {551 SNOW HiLL RoAD :
) - . 5 _ OOLTEWAH, TN 37363
H10 " SUMIARY SYATEMENT DF DEFIGIENGIES 1w mmm@ggm ]
. CH DEFIGIENCY BRECEDED . ok 1
F 520" 4 Fron 7 i {F520 Continued -
I 520, Continued From page 18 ) . F520substantiat comptiance with federal
{ pressure ulcer yreaunents for Resident #26. - egulations to include prevention and
! | Review of the tedili's snnuet Recortticaion | - atment of pressure ulcers and T -
: ' gl;’trays rm&bd thet‘ 4%%“,?5 Was citad foy ) courate medical records. The policy ) b
: clent practices af prevention & ' :
{ treatment of pressure yicars, and 483.7 [ {includes the Commrttees responsibility _
adouraty frigioat Fecords, af 8 SeapeaAnheeusly Jta monitor, evaluate, and ensure A ;
J} oF* Do mmuar%uwey da!eﬁ*afaﬁ @ . |appropriate follow up action, This will :
and QURA01S, © [oscurby 10126716, This committee | | |
i s th&ﬁ: m&v@ ‘e _m: . ',}iha’.l _ {consists of the Executive Director,
gﬁw A __ N0 BM, 1 }Director of Nursing, Medical Divector, :
: mnf@mm Gopniitea | - DI i 5, Di :
j -[ Erd b o o Director of Maintenancs, Director of )

Réhab, Heaith Information Director, |,
Director of Food and Nutrition Services|' .~ f.. ..
Director of Environmental Services, = | « - iR
‘Director of Social Services, Business ;
}Cffice Me_lnager, Directar of Ad'missionsér" i
3 _a_r]d Director of Activities. . 1 02816 :
12) How will you identify other residents | '
‘having the potential to be affected by
{same deficient practice and what

WM .
lené and put plans into piskewh | s
%ﬁ?&mconmm*‘ Qw.a_-: adl:

e od “ ..__ : {‘__.-_I“ s ! ‘
m;m‘uﬁmm_ -'E.,:‘: iy

Sontipued ;nmmmd ¥ ok g In Ok joorrective action will be taken, .
Arcpirnent nurses, seducation of staff,.. d|ff fent {An audit was conducted o identify all |
fodtipatents dach 8¢ {residents with orthotic devices to ' '

H 8 . s LIRS £ "iq\b:_a;_h}y;u- . .
: gn? gmﬁwmgmgg o jensure care plan interventions include
assessment of githotic davice and

‘I'Refer to F-314 and F-514 ' Jskin integrity by DON, DOR, RN and/
14 - , designee by 10/13/16. All care plans
' were reviewed and revised as a-

restilt of the audit by the DCN and RN

X — i S 4 tpvioHMaMe. . 10/28/16
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smrEMENTbF DERIGIENGIES
JAND PLAN OF CORRESTION

(X2) MULTIPLE CONSTRUCTIGH -
A BULDING

T _(x3JDATESURVEY
'} compETEn )

" RENE OF PROVIDER OR SUFPLER

1281016 |

1 sot SNOWMILL RoAp -

; ;'pressure uleer freatments for Residentibs,

! 'Revlew of the facllily's annual Recertitiedtion
} sunveys revealed the faclity was cited fo

| deficient pracilces at 483.25, prevantian bnd
treatment of prass:.:re uk:ers. and 483, ? g,

Refer foF-314 and F~S14

U.FE GARE CENTER OF ODLTEWAH
_ OOLTEWAH ™ 37353
e e sl S—
CRIRT e e . Bitmon °}
we | REAEATNOR S BATL Siion) A R |
~ T " | F520 Gonfinued
: F 520:‘Conﬁnued,From page 16 _Fff;ép&Umt Managers, ADON and MDS Nurse?

f

Jconducted a 100% skin audit that
included residents with orthotic
Jdevices to ensure assessment of skin |
integrity fo prevent development of
[pressure ulcer and if applicable provide!
treatment of pressure ulcer and _
|semplete an accurate assessment of
pressure ulcer by 10/13/16. No new
{pressure ulcers werg identified.

|[The Pressura Ulcer Treatment Records]
of residents with préssure ulcers wera |
. [reviewed, and visual inspection of )
* [drésginds was coriducted by the DON, |
" |ADON, and/or designee to ensure :
freatments are completed as ordered
by 10/19/16. 1

{Pressure Ulcer Status Records were |
reviewed by the DON, ADON, andfor |
]designee to ensure a thorough ;
‘lassessment of the prassure ulcers,

. jincluding stage, size, and character
- J{was conducted and documented by

110M9/16. j10/2816f

§ 3) What measures will be put into
place or what systematic changes
1 will you make to ensure that the
| deficient does not reeyr,
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'pressure uicer treatmants for Resident #26.

zﬁaw

ued inmfan mmm ehanged i
enlnum..uu

 Refer 1o F-314 and F-614

(s, ot a:5cope sl oove
&uwmaydm m'ﬁ._,mmy '

mm of Staff.-.g' ;A =

n the care plan revision process to
{include assessmant of orthotic device |
[and skir: integrity by the DON, ADON

fand 8DC or designee by 10/26/16.

| MDS Coordinalors will be in-servised
‘pn the care plan revlsion process to

iaad skin integrity by DON, or BN
esignee by 10/26/16.

“JAll licensed nurses and therapists
™l be educated on the Orthotic Device
Documentation and Communication
Process by tiie DOR, ADOR, DON
ADON, or SDCfdemgnee by 10/26/16.

The DON, ADON, and Umt Managers ;
will use an sudit tool to audit all new
physician orders and ensure that care '
plan interventions include assessment.
of orthotic device and skin integrity In .
Rthe Clinical AM Meeting which consists

JCoordinator and Unit Manager, & time
| per week for one month, 3 times per
fweek for one menth, and then 1 time

{ per week for one month,

Jnclude assessment of orthotic device |

fof DON, ADON, DOR or ADOR, MDS 1

104281186
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RO | o | FEOMIEITS PLANGE GORREBTION =1
 PRERK e [ uﬂw St oonsitnon |
' _ 1 musp .
20: ST |F520 Continued =~ —
F 520 [ Cantinued From page 16 F 52001 licensed nurses will be in- serviced |
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PRINTED; 101472076

FORM ARBROVED
P ——— e OMBND.GEER0101
LE RUCTION o ﬂ‘\TE SR
PLAN OF CORARLTIO lasumone . ! }COMPLETE?Y
e 'awruc 015-
MMEDFPRCMBEROR SUPPLIER . SmeADb&ESS m .m-m TP CODE -
LIFE CARE CENTER OF OOLT | - 514 SNOW HL ROAD "
' j ERO L EWAH N __|' OOLTEWAM, TN 37383
} D o ——— —:
) i | R
) T nEpeENGY) e :
AN o o - TF520 Contnued I
. F920] Continued From page 18 _ F:5%0{The DON, ADON, SDC, Unit Managers
pressura uicer treatments for Resident #5. MDS Coordinaters, and 2nd Shift [
T 1 Rewiew of the fagiily's ennual Recertificdtion 4 |Supervisor will be-educated on the
4 'f sutveys revealed the faglity was cltad fof - , ABCs of Wound Care (credentialod
1- | deficient practices &t 483.23, preventlon § finuin cation) by 10/26/16.
: treatrent of pressure ylcers, ang 483,79 - {conining el O'n)" i - d
I; : Slplds; at & seosa and-sverity All licensed nurses will be educate
1 : gﬁ%gﬁétgmﬁw datesn’ﬁaf? #  fon Medication Administration Policy
: ! : ‘land Procedure and Wound Care
Jiiterddurwith thiy Oasnd e Procedure and Wound Care/Treatment
: gm"@ Nm M& AR [Evaluation to ensure treatment orders
1 it f%cs."ammm ey {are completed per physician orders _
abc@ﬁut plans Into phis _aihéh By | by the DON, ADON, SDC/designee if:
*'Hen’dﬁeﬂ‘ Continued ints ed to o] by0r26118. I ¥
- Ju 8l dhe ., : " IAll licensed nurses will e educated
by the DON, ADON, SDC, or designee!
wm id ;m Werk on completing a Fressure Ulcer
dowmantat:on ssues, {Assessment and documenting
‘|assessment at the time of Identification|
;and Pressure Ulcer/Non-Pressure
Py {Ulcer Treatment plan (algorithm) by
A atia winesy siz 110/26/16.
ﬂanﬁlued intmiewqummﬂ ' 6 o -
fréttmient nursas.., | The Director of Nursing, Assistant
1‘0351*1951?1’%_ g Byl ] Director of Nursing, Staff Development
: Eﬂmﬁﬁgﬁgﬂ@mﬂﬁﬂ% - . Coordinator, Unit Managers, MDS
¢ ' s Coordinators and Second Shift
- ’ :Refer to £-314 and F.514 Supervisor will audit Medication
. ' _ 1 Administration Records for ail resident
‘+with orthotic devices to ensure
\ : . ; assessment of-gkin integrity to preven .
ST | development of pressure ulcerin the |10/28/16 .
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DEPARTMENT OF HEALTH AND HUMAN SER (ICES PRINTED: 1011412016
" GMFORI’E}“ APPROVED

RE FORMEDICERE & & MERICATD S5 RICES: . _ , _

STATEMENTOF DEFICIENCIES T s m—
mmnoscommmﬂ | .uuuume o o
o ' ' a WING
"HAME OF PROVIOER ORSUPLIGR: . n B 3raesrnnmass m map CGH?.
LIFE CARE CENTER OF OCLTEWAH | 5311 SNOW HiLL ROAO
e : .1 OOLTEWAH, TN 37383 0
e T T BUMMARY BTATEMENT OF DEFICIENCIE T B PROVIDER': PLAN OF CORREETION 1™ o]
BREAX | (BASH DEFICIENGY MUSEBE SREn mu : ] IR -
S TG L R%M 1Y, OR LSC IDENTITYING 1Mp M) p?'EFGN m‘?s%ﬂa‘épeam;g#gwf;ﬁ&pnﬁzm N Eenox
P N - , . DEFICIENGY) .
e ] T R F520 Continued™ :
F520 ‘Onnﬂnued From page 16 - - F 820 Clinical AM Meeting 5 times a week fon{
. 'pI'ESSUTB ulear treatments far Resldentvzs. 1 one month, 3 times a week for one
" ] Raview of the fadmy's annual Recertl Ation ' month and 1 tinre a week for one
: J-surdie tvdaled the:faci  month,
-‘ | alin; : : . frhe DON, ADON, SDC, Unit Managers
T ] ate:cnidical peoords: abar:  $averity| IMDS Coordinatars and 2nd Shift
y3 sy R T A il baf iy Wy - X i '
3 i‘ﬁ D" i the-anntel dale ekl 1 “Supervisor will randomly audit two

. T auﬁﬁ!m&&m

|Pressure Ulcer Treatment Records of
qresidents with pressure ulcers to
{visually Inspect dressing to ensure ‘
Jpressure ulcer freatments are conducted
jas ordered 5 times a week fortwo weeks,
3 times a week fortwo weeks, 4 timie’ "} -
a week for bne Forith; and onetime-"| .
for cne month.

{The DON, ABON $SDC, Unlt Managers|
JMDS Coardinators and 2nd Shift -
Supervlsor will audit pressure ulcer
status recards in the Clinical AM
Meeting to ensure a thorough .
assessment of pressure ulcer Includlng )
stage, size and character was conductid
and documented 5 times a weok for |
one month, 3 times & week for one mo'thh. :
then 1 time & week for one month, | 10/28/16 |

hmmmm SRR fedifing prokiem
mwwammm e’thmame»tp. fobk:. 8
[ Referto F-314 and F-514

H
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AND PLAN OF CORREGTICN ATION NEJMBER: :ﬁmﬁm ForeTuenon _txm gg'{;t SEFE"E"
o — g 445571 8. WING _09- *"".016 "
§ NAMEOF PROVIOER OR SUPPATER " STREEY ADDRESS. GV, STATE ZF R e
| LIFE CARE CENTER OF OOLTEWAH 5311 SNOW HILL ROAD -
1 N OOLTEWAH TN 37363
Gl | " SUMMARY STATEMENT OF nesnmam $ Y _ PROVIDER'S PLAN OF GORRECT: o
PREFDX |  (EACHOEFIGENCY MUST BE PRECEDED 53 FULL PREFIX oy
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- = oy T o =

F 520] Gontinued Eram page 16
{ pregsure ulear treatments for Resident 328,

Review of the faciity’s snnual Recertifichtion
surveys cavealed the facty was cited fd
daficlent practicas af 48325, praventiar] and
3 treatment of pressure uloers, and 483.7%

 Reférta F-314 and F-51-4

{

iF520 Contlnued

;. F520]a)l licensed nurses will be educated on 1.

following Medication Administration

Evaluation to ensure treatment arders -
are completed per physician order by
the Director of Nursing, Assistant

Director of Nursing, Staff Development
Coordinator, and/or designee by

10/26/16, :
Any assoclates who have not been

Funtil in-service completed, .

for all new licensed associates.

fThe Director of Nursing, Assistant " -
JDON, Statf Development Goordinator,
Junit Manager, MDS Coordinator, and.-

jtwo pressure ulcer treatment recards

|Policy and Procedure and Wound Care |-
Procedire and Wound Care/Treatment|

' in-serviced will not ba allowed to work | ‘

N

| Training will be completed,in orlentation]

2nd Shift Supervisor will randomily audit

of residents with pressure ulcers

|8s ordered for 5 times a week for two

and 1 time a week for two months.
The facility will be Increasing the frequer
Pl the Porformance Improvement (P :
suommmee meeting from monthly to
‘b1~monthly to ensure substantizl
compliance with federal regulations.

to visually inspect dressing to ensure | i
i pressure ulcer treatments are conducte,lj

weeks, 3 times a week for two weeks, I’

1028116 §

D
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OEFARTMENT OF HEALTH AND HUMAN SERYICES

FRINTED: 10M4/2018

K ,suweys revealed the facility was cited fd

; | amwgimdj oty ag B 8eajE
't G vl | annm at
)i andm’?&ﬁ Sy

|t R
chadking...idertfiad i5iwe

_ } documentation issues,..”

L Aewilfdo g0
weghdame.

mnnent nmﬂﬁ@wﬁe&m -of

‘| Refer to £-314 and F-514

| Réview oFthe facily's annus! Recertik

g 2 2al g h
wm%m

1 BPUt -

Staff...dif
conmpauenis sack fine. sobab¥, damiis

- :;{:‘aeﬁuas 4£483.25, prevenfionand
1 traati 'préﬁaﬂmuhers and 483,75

: rant

’n e .,:&'Qﬁm‘mmm‘lm

| Committee will review the findings
| presented ;:;f the audits and education
provided for all survey findings

' bi-monithly for 3 months to ensure

- substantial complighee is met.

- 4} How the corrective action (s) will .
. be monitored to ensure the deficient
-} practice will -not racur, ,
| The Director of Nursing or Assistant * |
Director of Nursing will present results
of the audit and education b:-monthly
for three months’ to the iac:litys

{ Performance Improvemlnt _

{ (PI} Committee. This committee

{ epnsisting of the Executive Dirsctor,.
§ Director of Nursing, Medical Directcr,'
Director bf Maintenance, Director of
| Rehab, Heatth Information Director,

o

s

Dirgctor of Environmental Services,
Director of Soclal Services, -

Business Office Managar, Director of |
Admissions, and Director of Activities

. Will review the findings and make . -

: recommendations and devetop plans
of action if any areas are noted to be
. non-comphant

PORMCUSZS5T(02-94) Pravious Vorakios Dosatats -

Ll

Bvot]l [0:QOFM11

!-‘scﬂhy ID: Yiazi7

Director of Food and Nutrition Services, ...

1 0)‘28! 16
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i . R i DEFICIENG') .
) I F520 Confinued . 7
F 520 | Continued From page 16 F&28) The Performance Improvement (PI)
pressure ulcer treatments for Resident
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